early detection of chronic health problems through reduced health insurance and disability costs and reduced absenteeism. Providing services at the worksite is cost-effective and offers opportunity for increased compliance and better treatment outcomes.
A recent review of several worksite hypertension control programs documented that 88% to 90% ofhypertensive employees treated at the worksite controlled their blood pressure. The success of these programs, which included detection, referral, treatment, and follow-up, rested strongly upon the skills of the health care providers-primarily nurses (Barnes, 1988) . Faulkenberry and colleagues (1987) reported a successful nurse managed worksite cancer screening and education program. Approximately 4,000 employees were examined with 17 malignancies and 77 pre malignancies detected. All but two of the malignancies were stage-one disease, the most amenable for cure. Had the 92 stage-one and premalignant lesions progressed undetected, the average $60,000 per worker cost of latedetected cancer would have had tremendous impact. The employer would have lost seasoned workers and experienced decreased productivity as well as increased health care costs. The employees may have experienced loss of job (and possibly life) as well as the tremendous emotional impact of a life-threatening illness.
Other chronic diseases for which early detection has positive impact, such as diabetes mellitus, also lend themselves to worksite screening and intervention. For example, an occupational health nurse (or physi-cian) may readily perform screening tests for diabetes mellitus, make appropriate referral, and provide counseling, education, and ongoing monitoring and continuing care to the employee. This reduces health care expenditures as well as lost work time. In many cases, the result is increased compliance with the treatment plan and fewer complications of the disease.
Several studies have documented the cost effectiveness of nurse-provided occupational health services (Ossler, 1987) . They are summarized as follows:
• A NIOSH study concluded that it is cost-effective to provide on-site occupational health nursing services when outcomes of costs of health examinations, lost work days, frequency and costs of workers' compensation claims, incidence of work-related injury and illness, labor turnover, worker productivity, and absenteeism are analyzed. • Occupational health nurses as implementers of on-site hypertension detection and control programs were found to be cost-effective in monetary and nonmonetary terms including: decreased cost of visits, medications, and lost work time. There was an increase in compliance, blood pressure control, and client satisfaction with care. • Introducing a nurse practitioner to a small industry resulted in an annual cost savings of $75,000. • Studies found that nurse practitioners could effectively handle 70% to 80% of all health problems in industry. The cost ofcare ranged from 20% to 41% less, and health care utilization fell dramatically.
• In-house primary care delivered by nurse practitioners at Tenneco, Inc. resulted in a cost benefit ratio of 2.1/1.0. Based on this information, AAOHN recommends that by the year 2000, 90% of employers of SO or more employees provide access to programs of monitoring, intervention, and follow-up for chronic illnesses by qualified occupational health professionals, preferably occupational health nurses. These services should be at or convenient to the worksite.
CONTROL OF HIV INFECTION
AND AIDS The human immunodeficiency virus (HIV) infection poses a small but significant occupational risk to health care workers. Despite a joint advisory notice to health care employers from the Department of Health and Human Services and the Department of Labor, many health care workers are not provided protective equipment or education to prevent transmission of HIV (Bureau of National Affairs, 1988).
Workers in non-health care settings are also at risk-police, firefighters, first aiders, waste handlers, morticians, beauticians, and barbers, for example. The Occupational Safety and Health Administration (OSHA) is considering proposing a standard that will provide some protection to workers, particularly health care workers.
Based on this information AAOHN recommends that: • 90% of non-health-care at-risk workers not protected by OSHA regulations be educated about HIV transmission and self protective measures. This should be accomplished through education/ information programs disseminated via the public media, business, and trade association meetings and publications. • 90% of employers develop a company policy that protects at-risk workers while safeguarding the confidentiality and employment (as appropriate) of HIV-positive employees.
Increasing numbers of women and ethnic minorities as well as the "graying" of the workforce will affect safety and health by 2000.
PREVENTION AND CONTROL OF OTHER INFECTIOUS DISEASES
Hepatitis B is the major infectious occupational health hazard in the health care industry. The Hepatitis Branch of the Centers for Disease Control (CDC) has estimated (unpublished) that 500 to 600 health care workers whose jobs entail exposure to blood are hospitalized annually with acute hepatitis B, and that over 200 deaths occur annually in this group. Health care costs for these workers are estimated to be at least $10 to $12 million annually (Grady, 1981) .
Hepatitis B can serve as a model for the transmission of any blood borne pathogen including HIV. Use of universal barrier precautions as recommended by CDC (1987) will greatly diminish the risk of infections from hepatitis B, HIV, or other blood borne pathogens.
A safe and effective vaccine to prevent hepatitis B is available, yet significant numbers of high-risk health care workers remain unvaccinated (Fair, 1987) .
Based on this information AAOHN recommends: • OSHA implement a standard for protection against blood borne pathogens utilizing CDC guidelines for universal precautions to prevent transmission. • By the year 2000, 90% of employers of health care workers whose work involves exposure to blood offer voluntary, free, accessible vaccination against hepatitis B.
PART 2: IMPROVEMENT OF OCCUPATIONAL SAFETY AND HEALTH Many factors will affect safety and health in the workplace by 2000. Among these are the changing demographics of the work force: increasing numbers of women and ethnic minorities, as well as the "graying" of the work force. Technology is changing the nature of work, increasing the need for new or improved skills among workers.
The impact of these changes on health are many. For example, increased stress among workers manifests itself in increased incidence of accidents, injuries, absenteeism, or stress-attributed illnesses.
Worksite health promotion programs have begun to demonstrate cost effectiveness in reducing lifestyle risk behaviors such as smoking, diet, stress, and lack of fitness. For example, a typical smoking cessation program costs no more than $200 compared to the up to $5,000 cost per employee related to cigarette smoking (excess illness, decreased productivity, and increased use of health benefits),
The 1990 Health Objectives for the Nation: A Midcourse Review noted that occupational health professionals such as physicians, safety engineers, and industrial hygienists traditionally have not interacted with health education/health promotion interventionists. This may lead to allocation of resources to one program, neglecting the other. However, the interaction between general health and fitness of workers and rate of work related illness/injury is well documented.
Occupational health nurses who increasingly possess knowledge and skills in prevention, recognition, and management of work related illness and injury, environmental safety and health surveillance, as well as health promotion, are able to blend both general health promotion and worksite health concerns into one comprehensive program.
Based on this information AAOHN recommends:
• By the year 2000, 90% of work places provide access to health promotion and risk reduction programs by qualified occupational health professionals who are knowledgeable about occupational health issues as well as health promotion. Occupational health nurses are ideally suited for this role. • By the year 2000, every state health department hire at least one occupational health nurse consultant for local industries. Presently, only a few states have such a consultant who can provide expertise and guidance in establishing and implementing occupational health services.
As noted in the 1990 Health Objectivesforthe Nation: A Midcourse Review, there continue to be significant work related injuries, illnesses, and hazards. A major problem is lack of reliable data to measure the extent of many of these problems. Current methods of recordkeeping limit the ability to collect the data in a meaningful way.
One limitation is how data are recorded. Injury data are collected by a variety of personnel. No uniform standard has been developed to govern recordkeeping at all companies. The result is that in many instances records are kept by employees who are not qualified to perform this technical task. Regulations requiring injury data collection to be conducted on-site by qualified health professionals such as occupational health nurses would help ensure the accuracy of the data.
Secondly, detailed information about the nature of illnesses and injuries is lacking, and confusion exists in the definition of recordable injury and illness. Minor injuries such as cuts and bruises are not to be recorded. First aid by a physician is not recordable. However, citations are to be given for not recording medicine that is prescribed for minor pain. Confusion exists concerning what should be recorded and how recordability can be applied consistently. Third, data often are underreported to avoid inspection or attention to a particular company or industry. This occurs because companies with "good" safety records often are exempted from inspection while companies with poor safety records are targeted for enforcement.
Based on this information, AAOHN recommends that the responsible agencies: • Develop detailed guidelines to address: (1) who has responsibility for record keeping in all companies;
(2) where records will be kept to insure confidentiality; and
(3) that recordkeeping should be conducted by qualified occupational health professionals.
• Clearly define recordable injury and illness, differentiating between first aid by a lay person and health care by a professional. • Design a system that elicits detailed information about injuries and illnesses that result in treatment by a health care professional, hospitalization, or death. • Rescind exemption policies.
OSHA should use workplace injury data to plan an enforcement strategy that addresses the worst problems first. We support the concept of targeting, but targeting should not be confused with exemptions. Recordkeeping should not be the only method for determining workplace safety. Records should be part of a comprehensive assessment plan that includes site visits. Injury data should be used to target companies for inspection, not exempt them. • Provide adequate funds to agencies involved in measurement and surveillance of occupational injuries and illnesses. Without proper funding for government enforcement, we will continue to encourage underreporting of injury data and will perpetuate a system that threatens the health and safety of America's workers. • Conduct a study to establish a solid data base of information about work related injuries and illnesses. Occupational health nurses, the largest group of health care providers at the worksite, are a rich resource for obtaining this data. Additional research is needed to determine causality and better methods of prevention and intervention in every area of occupational illness and injury identified by the National Institute for Occupational Safety and Health (NIOSH). For example, back injuries account for one in five work related injuries in the U.S. Yet the epidemiology of back injury, and therefore prevention and intervention, are poorly understood. An estimated $14 billion is spent annually in the U.S. for treatment and compensation of back pain (McAbee, 1988) .
To address these concerns, funding for occupational health and safety tives such as tax relief or decreased OSHA worksite monitoring whe re occupational health program s of demonstrated excellence are in place. In co ncl us io n , AAO H N st rongly su pports the concept of sa fe ty and health for the nation's work force. Provision of, or acce ss to, health care se rvice s by qualified occupational health professional s is essential to achieve this end. 
